Background: Burnout is associated with decreased job performance and low career satisfaction. It has a special significance in health care, where staff experience both psychological-emotional and physical stress. Aims & Objective: This study was conducted to determine the prevalence of burnout, and its associated factors, amongst primary care doctors (PHC) in Riyadh Military Hospital RMH. Material and Methods: A cross-sectional survey of PHC was conducted using a custom-designed and validated questionnaire which incorporated the Maslach Burnout Inventory Human Services Survey (MBI-HSS) as well as questions about demographic factors, working experience, health, lifestyle and job satisfaction. MBI-HSS scores were analyzed in the three dimensions of emotional exhaustion (EE), depersonalization (DP) and personal accomplishment (PA). Results: Almost 200 questionnaires were distributed, and 144 were returned to give a response rate of 72%. In terms of burnout, 53.5% of respondents scored high for EE burnout, 38.9% for DP and 28.5% for PA, with 2.78% scoring high burnout in all three dimensions. Just over one-quarter of doctors did not score high for burnout in any dimension. High burnout was found to be strongly associated with several of the variables under study, especially low job satisfaction, expressed intention to change job, tobacco consumption and use of psychotropic medication, younger age, recent graduation, married and board qualified doctors. Conclusion: Burnout seems to be a common problem in PHC doctors in RMH and is associated with personal and workload indicators. Recommendations for improving employment conditions of PHC physicians and future research is needed to explore the problem in depth, develop models to describe the phenomenon and to identify causative factors and effective intervention strategies.
Introduction
Job-related 'burn out' or 'burnout' has been identified as an occupational hazard for various professionals involved in people-oriented services. Burnout is a syndrome, with reported symptoms including exhaustion, frustration, anger, and a feeling of ineffectiveness and/or failure. An important element of the syndrome is a negative impact on job performance. [1] Three dimensions of the syndrome are described: emotional exhaustion (EE) is the depletion of one's emotional resources and reflects the basic stress dimension of burnout; depersonalization (DP) usually develops due to the effect of EE and exhibits features of detachment and, eventually, dehumanization; and reduced personal accomplishment (PA) reflects reduced feelings of competence and productivity at work, which are linked to depression. [2] Factors related to burnout amongst professionals, including doctors, include situational factors [organizational commitment, absence of job resources (e.g. inadequate pay), overload, role conflict and ambiguity, poor career progression and lack of feedback] and individual characteristics (demographic variables, personality characteristics, job satisfaction, job withdrawal and lack of social support), with the effect of the situational factors being stronger. [3, 4] In 2008, burnout in European family doctors: the EGPRN study done by multiple authors from 12 country with sample size of 1393 showed high levels of burnout apparently affecting two-thirds of respondents in the study. In all, 43% of respondents reported high levels of EE, 35% DP and 32% low feelings of PA. There was considerable variation between countries, with doctors from Southern European countries reporting lower rates of EE but also lower feelings of PA. [5] Another study conducted in Yemen in 2010 by Sami Al-Dubai with a sample size of 563, showed a high prevalence of burnout levels especially emotional exhaustion 63.2% among doctors and 11.7% in all dimensions. [6] In Jeddah, Saudi Arabia there were two studies, the first was done in 2003 with the main objective of estimating the prevalence of burnout among both family medicine residents and practicing family physicians in the Joint Program of Family and Community medicine in Jeddah with a sample size of 88 physicians ; it showed that the prevalence of burnout among family medicine residents and postgraduate physicians was 14.8% and 26.1 % respectively for burnout and modified burnout. Sixty three percent of physicians reported high levels of emotional exhaustion. Lack of family support, lack of supervisor support, and lack of recreational activities were significantly related to burnout. The second study was done in 2008 and the main objective was to measure the prevalence of burnout syndrome among Saudi female physicians only working in the ministry of health hospitals in Jeddah city with a sample size of 373 physicians. The prevalence rate of burnout was 7.3%. About 66.7% of the female physicians were found to be in a state of high emotional exhaustion, 47.8% were in a state of depersonalization and 33.3% had a low state of personal accomplishment. [7, 8] Although burnout has been described in health professionals and has been reported to be common in primary care doctors, there are few published studies internationally and locally addressing it. Information about current level of burnout in PHC doctors working here in Riyadh city is lacking.
This study is an attempt to address this important issue as related to PHC physicians in RMH in Riyadh, Saudi Arabia. It aimed at determination of the prevalence rate of burnout, and its associated factors, amongst primary care doctors (PHC) in Riyadh Military Hospital RMH.
Materials and Methods
This is a cross-sectional study which conducted at RMH primary care centers. In RMH PHC there are 16 centers distributed in Riyadh city serving military staff and their families. Ranging from 2-3 doctors in one center to more than 100 doctors in one big center with service doctors (senior house officers [SHO] , residents, registrars, senior registrars and consultants) and a 4 years training program leading to a board certificate in family medicine. Some centers provide a variety of services, like general clinics, chronic disease clinic (CDC), well baby and well women clinic.
A total of 200 questionnaires were distributed to all available doctors in all centers in April 2010. Doctors may have failed to return a questionnaire for a variety of reasons; such as work obligations, being on leave or personal reasons.
A literature search was performed to identify instruments and tools which measure burnout and to identify factors associated with high levels of burnout. The questionnaire instrument was developed on the basis of such literature. It was pilot tested in 2000, the results being published in 2002. [9] The final validated questionnaire instrument was used, which is composed of two parts: a questionnaire form including questions regarding age, gender, marital status, years since qualification as a doctor, years in current workplace, earning, working conditions (working hours per week, patients per week, night shifts, weekends worked), intention of changing job, sick leave utilization, sleep patterns and smoking as well as Maslach Burnout Inventory-Human Services Survey (MBIHSS) developed by Maslach and Jackson in the early 1980s .
The scale has demonstrated the strongest results and continues to be used most widely by researchers. It has been previously validated in a number of health care populations. [10, 11] It comprises 22 seven-point questions on frequency of symptoms (ranging from '0 = never' to '6 = every day'). The three dimensions are each measured by subscales: EE on a subscale with nine items and a maximum score of 54, DP on a five-item subscale with a maximum score of 30 and a decreased sense of PA (inverse scale, low scores indicate high burnout) on a subscale with eight items and a maximum score of 48. [12] In our study the questionnaire was completed in English, and no translation to Arabic was necessary.
Data was fed into SPSS for Windows for analysis with the aid of the statistician. [13] Each form was coded and entered to the computer for statistical analysis. The two-way ANOVA F-test was used to compare the differences in scores between subclasses of burnout, and Student's t-test was used to assess differences between variables (p < 0.05 was considered to be statistically significant). Coding of burnout outcome variables: MBI-HSS scores were output in the three dimensions of burnout and were then transformed into categorical variables for high, moderate and low burnout in the dimensions of EE, DP and PA as recommended by Maslach using the cut-off values applicable for doctors, as listed below.12 However, the burnout outcome variables were coded into high, moderate and low burnout for the statistical analyses: EE: low burnout < 14, moderate burnout 14-26, high burnout > 26. DP: low burnout < 6, moderate burnout 6-9, high burnout > 9. PA: high burnout < 34, moderate burnout 34-39, low burnout > 39 (inverse scale).
The ethical review board in hospital was contacted and agreement and approval were taken. Verbal consent to take part in the study was obtained from all participants and they were assured about the confidentiality of the data.
Results
A total of 144 completed questionnaires were returned from more than 200 sent, giving a response rate of approximately 72%.
Table (1) gives the frequency distribution of the categorical variables. The 144 respondents (88 males, 61.1% and 56 females, 38.9%) had a mean age of 37.08 years (SD ± 8.48 years) the age ranged from 25 to 62 years and had graduated 10.63 years (SD ± 8.39 years ) previously to filling in the questionnaire, (47.2%) were Saudi, (15.3%) were single and (84.0%) were married. The average years in current work was (4.63 ± 3.86) where half of them (51.4%) worked 44 hours per week, and 59 (41%) saw more than 120 patients per week. Table ( 2) and figure (1) lists the frequency distributions of respondents by degree of burnout (high, average or low) in the three dimensions (EE, DP, PA). Tables (5) and (6) Tables (7, 8 and 9) show the mean results of the analysis of association between the three burnout outcome variables (the three dimensions of EE, DP and PA) and the questionnaire categorical variables. It clarifies those who are at risk for developing high levels for burnout in the future. For emotional exhaustion, it showed significant high means for Saudi, non-board qualified, taking psychoactive drugs, SHO, seeing less than 80 patients per week, sleeping less than 6 hours per day, changing job and non-satisfied doctors. For depersonalization, higher means were seen in Saudi, taking psychoactive drugs, Residents, salary 20000-25000 SR, seeing less than 80 patients per week, and non-satisfied doctors. Lastly for personal accomplishment, lower means were seen in Saudi, unmarried, non-board qualified, taking psychoactive drugs, Residents, salary 20000-25000 SR, seeing less than 80 patients per week, sleeping less than 6 hours per day. 
Discussion
In summary, this study of burnout in PHC with a validated tool to measure burnout achieved a response rate of 72%. High burnout was defined in this study as high scores in emotional exhaustion (>26), high scores in depersonalization (>9) and low scores in personal accomplishment (<34), and we combined the three subscales of burnout into one variable (high degree of burnout or burnout syndrome). This combination was done in three previous studies. [6, 14, 15] In our study, 53.5% of respondents scored high for EE burnout, 38.9% scored high for DP burnout and 28.5% scored high for PA burnout. Only 24.3% of respondents did not score high for burnout in any dimension, whilst 39.6% scored high for burnout in at least two dimensions and 2.78% scored high for all three and met the criteria of burnout syndrome. Where low job satisfaction, expressed intention to change job, tobacco and psychotropic medication, younger Table 10 summarizes the comparisons between burnout scores and rates reported previously in the literature [6, [16] [17] [18] [19] [20] [21] [22] and the data from this study. Some earlier studies did report higher rates of burnout, but a similar number of recent studies reported similar data. Rates were comparably less in this study with regard to burnout syndrome as a whole. While for other parameters, namely EE, DP and PA, rates were found to be comparable. As expected, high burnout was more likely with low job satisfaction and intention to change job. Personal factors such as younger age, and marital status were also linked with burnout, but no significant deference between males and females.
In this study, we observed that burnout was more likely with increasing smoking and water bubble and increased use of psychotropic medication, which may be manifestations of low self-esteem, difficult in coping with stress or being potential for drug addiction. Other variables, such as income, sick leave and work load were surprisingly rather weakly linked with high burnout, whilst others (years since graduation, having further qualifications, increasing smoking) seemed to be linked with high burnout ; however, such ambiguous findings have been previously described in burnout research in doctors, for example, by Deckard et al. [4] Generally, the pattern of associated variables appears different to that reported by Goehring et al. for those variables which were included in both studies like for example the work load and the age. [22] The questionnaire was constructed with reference to the current literature at the time and included those variables that had been reported to be associated with, or to cause, burnout. But the possibility exists that other variables may have an important role to play. For example, PHC doctors may be more likely to suffer burnout if they perceive that they have poor control of their place of work, but this variable was unfortunately not included in our questionnaire. [23] This study has some limitations. The most important one is the cross sectional nature of this study which does not allow us to observe a causal relationship between the variables and outcomes. The low rate of burnout syndrome (2.78%, four respondents) of this study limited us to analyze the principal research questions, especially the second one using the regression models. It was only possible to analyze subcategories. Another limitation is the exclusive reliance on selfreported rating scales and psychosocial and professional characteristics, which raises the issue of measurement error, related to systematic positive or negative response tendencies.
Conclusion
There is a significant degree of burnout among primary care practitioners in Riyadh Military Hospital, especially in emotional exhaustion, although comparisons with other countries are still favorable regarding burnout syndrome, 2.78% only in our study. Burnout seems to be a common problem in primary care doctors, with high levels apparently affecting three-quarters of respondents in this study. In all, 53.5% of respondents reported high levels of EE, 38.9% DP and 28.5% low feelings of PA. High burnout was found to be more likely in association with several of the variables under study, especially low job satisfaction, expressed intention to change job, tobacco and psychotropic medication, younger age, recent graduation, married and board qualified doctors.
Future research is needed to explore the problem in depth, develop models to describe the phenomenon and to identify causative factors and effective intervention strategies. Job satisfaction is an important element in such research, and it should be prioritized by higher authorities in hospital as an action point for research.
